3 groups: continent patients at admission, patients who were incontinent at admission and continent at discharge, and patients who had fecal incontinence at admission and at discharge.
Of the 186 admitted patients having stroke in this period of time, 5 were excluded because of previous fecal incontinence and 15 because they had not completed the rehabilitation program (8 patients who were brought into the Acute Unit, 3 who died, and 4 others for several different reasons). The average number of days after onset on admission was 21.81 (Ϯ27.83). The characteristics of the remaining 166 patients classified by fecal incontinence at both admission and discharge are shown in the Table. The prevalence of fecal incontinence was 56% at admission, 21.1% at discharge, and 22.1% 6 months later. Patients with fecal incontinence at admission time who did not recover continence had greater functional damage at admission, at discharge, and at 6 months, and a greater institutionalization ratio at discharge and death or institutionalization at 6 months. A univariate logistic regression analysis shows that the risk of death or the institutionalization at 6 months was higher in patients who had fecal incontinence at admission and who were continent at discharge (ORϭ1.57; 95% CI 0.71 to 3.45) and it was statistically significant for patients with fecal incontinence at both admission and discharge (ORϭ3.10; 95% CI 1.30 to 7.38). When we adjusted the risk including the functional situation at discharge in the analysis, stratified into the light functional damage (Discharge Barthel Index [DBI] Ͼ59), moderate (DBI 40 to 59) and severe (DBI Ͻ40), the group of patients with fecal incontinence at admission and at discharge was not associated to risk of death or institutionalization at 6 months (OR adjustedϭ1.33; 95% CI 0.30 to 4.11). On the contrary, the functional status at discharge was still the main risk factor ( Orpington score Ն5 and Comorbidity Charlson Index) associated to recovery fecal continence at discharge in the 92 patients who had fecal incontinence at admission. The failure of recovery fecal continence at discharge was independently associated with functional disability before stroke (PBI Ͻ90: ORϭ4.55; 95% CI 1.31 to 15.85) and comorbidity Charlson Index at admission (ORϭ1.70; 95% CI 1.13 to 2.57).
To conclude, the fecal incontinence established after rehabilitation is associated to poor long-term prognosis of patients with stroke admitted to the geriatric rehabilitation unit. These results agreed with previous studies. 8, 9 However, this association is directly related to the functional disability after stroke. Finally, the new-onset fecal incontinence after stroke is more a consequence of poor functional recovery after stroke than a risk factor independently from poor outcomes after stroke rehabilitation.
